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Unintentional Poisoning Mortality — United States, 1980-1986 


March 19-25, 1989, marks the 28th annual observance of National Poison Preven- 
tion Week (NPPW). NPPW is intended to alert the public to the problem of uninten- 
tional poisoning (the ingestion, injection, inhalation, or absorption of a chemical 
agent that results in unanticipated illness or death), the fifth leading cause of 
unintentional injury deaths in the United States. The traditional goal of NPPW is 
prevention of poisoning among children. Although childhood poisoning mortality has 
decreased in recent years, morbidity associated with poisoning in this age group 
remains a major public health problem. In 1987, 731,954 poisoning exposures among 
children <6 years of age were reported to the American Association of Poison Control 
Centers’ National Data Collection System; 22 of these children died, and 107,844 
others became ill (1). The number of exposures to household medicines and 
chemicals can be reduced by more widespread use of safety-packaged products by 
parents and other caretakers of children. The following report focuses on uninten- 
tional poisoning mortality among young adults, including poisonings from both the 
medical and nonmedical use of drugs. 

Unintentional poisoning deaths in the United States were analyzed for 1980-1986 
using final mortality data from CDC’s National Center for Health Statistics (NCHS).* 
Age-adjusted mortality rates were directly standardized to the 1980 U.S. population. 

From 1980 through 1986, the mortality rate of unintentional poisonings in the 
United States increased from 1.9 to 2.3 deaths/100,000 population (Figure 1). This 
7-year trend appears to be explained by a 49% increase in the rate of deaths from drug 
poisoning, including drugs used for both medical and nonmedical purposes. Mortal- 
ity rates of unintentional poisoning by other solids and liquids and by gases and 
vapors decreased by 15% and 25%, respectively, during 1980-1986. In 1986, the 


*NCHS codes the underlying cause of death according to the International Classification of 
Diseases (ICD). The ICD Ninth Revision (ICD-9) has been in use since the beginning of 1979. 
NCHS uses the ICD-9 codes E850-E858 for unintentional drug poisoning deaths, such as 
overdoses, regardless of whether the drug was administered for medical reasons. NCHS codes 
other drug-related deaths as deaths due to drug dependence (ICD-9 code 304), nondependent 
drug abuse (305.2—305.9), suicide by drugs (E950.0-E950.5), and poisoning by drugs in which the 
intentions of the decedent are undetermined (E980.0—E980.5). 
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most recent year for which NCHS mortality data are available, drug poisonings 
accounted for 1.6 deaths/100,000 persons and 73% of all unintentional poisoning 
deaths (Table 1). 

In 1986, the leading causes of fatal unintentional drug poisonings were opiates and 
related narcotics and local anesthetics including cocaine (Table 2). Most of the fatal 
poisonings by other solids and liquids were due to alcohol ingestion (352 deaths). 
Exposure to motor vehicle exhaust (475 deaths) accounted for nearly half the deaths 
due to unintentional poisoning by gases and vapors. 

The mortality rate of unintentional poisonings for males remained more than twice 
that for females during 1980-1986 (Table 3). The rates for blacks of both sexes were 
consistently higher than those for whites. In 1986, the rate for black males was 5.4 
deaths/100,000 persons, and for white males, 3.2 deaths/100,000 persons. 


FIGURE 1. Rate of death from unintentional poisonings* per 100,000 persons — 
United States, 1980-1986 
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*ICD-9 codes: drugs (E850-E858), other solids and liquids (E860-E866), gases and vapors 
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TABLE 1. Number of deaths associated with unintentional poisonings, by type of 
poisoning* and year — United States, 1980-1986 
Type of unintentional poisoning 

Drugs Other solids & liquids Gases & vapors 

2492 597 1242 

2668 575 1280 

2862 612 1259 

2866 516 1251 

3266 542 1103 

3612 479 1079 5170 
1986 4187 544 1009 5740 


*ICD-9 codes corresponding to type of unintentional poisoning: drugs (E850—E858), other solids 
and liquids (E860—-E866), gases and vapors (E867—E869). 
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TABLE 2. Number of deaths from unintentional drug poisonings, by type of drug — 
United States, 1986 


Type of drug Deaths ICD-9 code(s) 
Opiates and related narcotics 930 E850.0 
Local anesthetics including cocaine E855.2 
Nonnarcotic analgesics 349 E850.1—E850.9 
Cardiovascular drugs 263 E858.3 
Other psychotropic drugs E851-E853, E854.1-E854.3 
Antidepressants 154 E854.0 
Antibiotics and other anti-infectives 69 E856, E857 
Other drugs acting on the central 

and autonomic nervous systems 61 E855.0-£855.1, E855.3-E855.9 
Other specified drugs E858.0-£858.2, E858.4-E£858.8 
Unspecified drugs 693 E858.9 
All E850-£858 











TABLE 3. Unintentional poisoning deaths* and mortality rates per 100,000 popula- 
tion, by decedents’ sex and age — United States, 1980-1986 


1980 1982 1984 1986 
Sex & age 


group (yrs) No. Rate No. Rate No. Rate 
Male 











63 0.6 60 
13 , 0.1 10 
217 p 0.8 145 
5.0 1002 
609 
346 : 3.2 382 
305 } 2.6 290 
404 ' 2.8 
Total’ 2890 YU 2.9 
Age-adjusted 


Female 
Oo4 42 
5-9 10 
10-19 105 
20-29 292 
219 
171 
205 
397 3 
1441 . 1507 
Age-adjusted 
*ICD-9 codes corresponding to unintentional poisonings are E850—-E869. 
"includes decedents with unknown ages. 
5Standardized to the 1980 U.S. census population. 
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The highest mortality rates of unintentional poisonings for both blacks and whites 
were for young adult men (20-39 years of age). Men in this age group accounted for 
40% of all unintentional poisoning deaths and 46% of all unintentional drug poisoning 
deaths during 1980-1986. In 1986, among young adult men, unintentional drug 
poisonings were responsible for 2065 deaths or 5.1 deaths/100,000 persons, an 85% 
increase from 1980. 

In 1986, the leading causes of fatal unintentional drug poisonings for young adult 
men were opiates and related narcotics (619 deaths) and local anesthetics including 
cocaine (436 deaths). By comparison, in 1980, among young adult men, 213 deaths 
resulted from poisoning by opiates and related narcotics, and 73 deaths, from 
poisoning by local anesthetics including cocaine. In 1980 and 1986, additional deaths 
occurred among young adult men from unintentional poisonings by drug combina- 
tions, and an unknown number of these deaths involved opiates or cocaine." 

The mortality rate for unintentional poisonings among children <15 years of age 
was 0.3 deaths/100,000 persons in 1986, a 10% decrease from 1980. In 1986, 147 such 
deaths occurred among children <15 years of age, including 62 deaths from gases 
and vapors and 54 from drugs. 

Reported by: Biometrics Br and Program Development and Implementation Br, Div of Injury 
Epidemiology and Control, Center for Environmental Health and Injury Control, CDC. 
Editorial Note: Unintentional poisoning mortality is predominantly a problem of 
young adults, particularly men 20-39 years of age. NCHS data indicate that the 
misuse of drugs, primarily opiates and related narcotics and cocaine, was responsible 
for a substantial increase in such deaths among men in this age group from 1980 
through 1986. The impact of drug use on mortality is only partially conveyed by 
enumeration of unintentional poisoning deaths (2 ). The mortality rate for young adult 
men rose during 1980—1986 for deaths attributed to drug dependence, nondependent 
drug abuse, and poisoning by drugs in which the intentions of the decedent are 
undetermined. For suicide by drugs, the mortality rate in young adult men remained 
nearly constant (1.6 deaths/100,000 persons in 1986) (NCHS, unpublished data). 

The National Institute on Drug Abuse (NIDA) has reported increases in morbidity 
and mortality associated with nonmedical use of both heroin/morphine and cocaine 
during 1985-1987 (3). Through its Drug Abuse Warning Network (DAWN), NIDA 
monitors emergency departments and medical examiners’ offices in selected loca- 
tions for drug-related emergency visits and deaths. In 1987, cocaine was the most 
frequently reported drug involved in emergency visits, and heroin/morphine and 
cocaine each were involved in more than one third of deaths reported to DAWN. 
According to DAWN data for 1987, persons 20-39 years of age accounted for 70% of 
all drug-abuse emergency visits and 65% of all drug-abuse deaths (4 ). 

Reducing unintentional poisoning mortality among young adults requires preven- 
tion programs and treatment efforts that focus on the use of illicit drugs. Although 
medical complications of illicit drug use often emerge early in adulthood, initiation of 
drug use during adolescence is an important risk factor for later hazardous use. This 
suggests that deterring or even delaying initiation of drug use among adolescents is 
an appropriate goal of prevention (5). However, the recent increase in unintentional 
drug poisoning deaths among young adults underscores the need for drug education 
and treatment that focus on illicit drug users who are 20-39 years of age. 


*The ICD-9 code for unintentional poisoning by drug combinations is E858.8. 
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State-to-State Variation in Screening Mammograms 
for Women 50 Years of Age and Older — 
Behavioral Risk Factor Surveillance System, 1987 


The National Cancer Institute and the American Cancer Society (ACS) recommend 
that women 250 years old have an annual screening mammogram and that women 
aged 40—49 years have a mammogram every 1-2 years (1,2). Based on data from the 
1987 Behavioral Risk Factor Surveillance System (BRFSS), the percentages of women 
250 years old who had had a screening mammogram in the preceding 12 months 
were estimated by state for the 33 participating states. 

During 1987, all women who were interviewed for the BRFSS were asked a series 
of questions about mammograms. The percentage of women who reported having 
had a screening mammogram increased substantially during 1987 (3). To assess 
whether all states participated equally in the movement toward increased use of 
screening mammograms, the quarterly trend in the percentage of women screened 
during 1987 was determined by state of residence. 

In the BRFSS, each participating health department administers monthly random 
digit-dialed telephone interviews to persons =18 years old (4). Questionnaires are 
standardized to allow comparisons of results among states. Of the contacts made 
with eligible respondents, the median response rate for the 33 participating states 
was 83%. 

The questions about mammography addressed knowledge of, experience with, 
and reasons for mammography. Since mammograms administered because of a 
breast problem or a personal history of breast cancer were not considered screening 
mammograms, women who had mammograms for these reasons were excluded 
from this analysis. 
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Each woman was also asked about visits to a physician for routine preventive care. 
Because most mammograms are done in the context of routine preventive care 
provided by a physician, the results presented are limited to women who had seen a 
physician for a routine examination during the year preceding the interview. The data 
were weighted to account for the age and race distribution of women residing in each 
state and for the respondents’ probability of selection. Therefore, the results are 
representative of the total population of women =50 years old who reside in the 33 
states surveyed. 

Estimates of the percentages of women screened varied threefold, from 15% in 
Indiana to 46% in New Hampshire (median 30%). The 33 states were divided into 
terciles based on the percentage of women who reported having had a screening 
mammogram in the last year (Table 1). 

When estimates of the percentages of women screened were examined by quarter 

of interview and tercile of the interviewee’s state of residence, states in the third 
(lowest) tercile had the smallest absolute and relative increase in the percentage of 
women screened, whereas states in the first and second terciles of screening 
prevalences had greater increases in the percentages of women who reported being 
screened (Figure 1, Table 2). Thus, in 1987, the states in the third tercile appeared to 
be falling behind the states in the first and second terciles. 
Reported by: The following state BRFSS coordinators: R Strickland, Alabama; T Hughes, 
Arizona; L Parker, California; M Rivo, District of Columbia; S Hoecherl, Florida; JD Smith, 
Georgia; E Tash, Hawaii; J Mitten, Idaho; B Steiner, Illinois; S Joseph, Indiana; K Bramblett, 
Kentucky; R Schwartz, Maine; A Weinstein, Maryland; L Koumijian Yandel, Massachusetts; 
N Salem, Minnesota; N Hudson, Missouri; R Moon, Montana; R Thurber, Nebraska; K Zaso, 
New Hampshire; L Pendley, New Mexico; H Bzduch, New York; C Washington, North Carolina; 
B Lee, North Dakota; E Capwell, Ohio; J Cataldo, Rhode Island; D Lackland, South Carolina; 
L Post, South Dakota; D Riding, Tennessee; J Fellows, Texas; C Chakley, Utah; K Tollestrup, 
Washington; R Anderson, West Virginia; R Miller, Wisconsin. Office of Surveillance and 
Analysis, Center for Chronic Disease Prevention and Health Promotion, CDC. 


TABLE 1. Percentage of women aged >50 years who saw a physician for a routine 
examination and had a screening mammogram in the last year, by state — 
Behavioral Risk Factor Surveillance System, 1987 





First tercile Second tercile Third tercile 
State % State State 
New Hampshire 46 Alabama Maryland 
District of Columbia 39 Maine Idaho 
Massachusetts 37 North Carolina South Carolina 
Wisconsin 36 South Dakota Kentucky 
California 











36 Illinois Tennessee 
Minnesota 36 Montana Missouri 
Florida 36 Hawaii New Mexico 
Washington 35 Georgia Ohio 

Utah 32 Arizon Nebraska 
Rhode Island 32 New York West Virginia 
North Dakota 32 Texas Indiana 
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Editorial Note: Explanations for the wide state-to-state variation in the percentage of 
women =50 years old who reported having had a screening mammogram in the last 
year may reflect several factors, including differences in physician practices concern- 
ing preventive care, the proportions of women who have insurance coverage for 
screening mammograms, the socioeconomic status of the populations of the states 
surveyed, the impact of media events during 1987 (3), and state programs’ efforts to 
increase public awareness about screening for breast cancer and use of specific 
campaigns to promote mammography. For example, in 1987, the Rhode Island 
Department of Health implemented a broad-based effort to promote the use of 
screening mammograms (5 ). In the District of Columbia, with funding from ACS and 
the cooperation of the Commission of Public Health and several local hospitals, a free 
cancer screening and mammogram campaign was conducted during 1986. Subse- 
quently, six hospitals and radiology centers now offer screening mammograms for 
<$50.00; two offer screening for only $25.00 (6). 

The increases in the percentages of women screened during 1987 are encouraging. 
Based on the quarterly trends, however, states in the lowest tercile also had the 
smallest increases in screening activity. Continued use of the BRFSS to monitor these 


FIGURE 1. Trends in screening mammograms for women =50 years of age, by tercile 
of states, 1987 
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TABLE 2. Quarter!y trends in the percentage of women aged >50 years who had a 
screening mammogram in the last year, by tercile of state of residence — Behavioral 
Risk Factor Surveillance System, 1987 
Percentage screened, 
by quarter (Q) of interview Percentage increase 


Tercile Qi a2 Q3 a4 Absolute Relative 
of states (n=1998) (n=2100) (n=2149) (n=2155) (Q4-01) ( [Q4-01}/Q1) 


First 30 38 33 43 13 43 
Second 24 30 27 38 14 58 
Third 20 20 24 25 5 25 
All states 24 30 28 35 11 46 
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trends may help identify programs of state health agencies that successfully promote 
the use of screening mammograms, and knowledge about their programs can then 
be used to promote screening mammograms on a broader scale. 
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TABLE |. Summary — cases of specified notifiable diseases, United States 


10th Week Ending Cumulative, 10th Week Ending 
Disease 4 11, k =. 12, | Median Mar. 11, | Mar. 12, Median 
1984-1988 | _1989 1988 _| 1984-1988 


Acquired immunodeficiency Syndrome (AIDS) 212 “Ur 1 5,725 5,882 
Aseptic meningitis 96 783 790 
Encephalitis: Primary (arthropod-borne 
& unspec) 10 
Post-infectious - 
Civilian 
Military 
Type A 
Type 8 
Non A, Non B 
Unspecified 














ee 





Rubeila - measies) 

Syphilis (Primary & Secondary): Civilian 
Military 

Toxic Shock syndrome 

Tuberculosis 


sectassass 


Tularemia 
. : 


yphoid Fever 7 
Typhus fever, tick-borne (RMSF) 1 
Rabies, animal 77 


& 
N 








TABLE Il. Notifiable diseases of low frequency, United States 
Cum. 1989 








Anthrax - Leptospirosis 
Botulism: Foodborne (Upstate N.Y. 3, Calif. 1) 
Infant Poliomyelitis, Paralytic 
Psittacosis (N.C. 1, Fla. 1, Upstate N.Y. 1, Calif. 1) 
Rabies, human 
- Tetanus 
| rubella synd Trichinosis (Mass. 1) 
Congenital syphilis, ages <1 year . 
Diphtheria 

















{Because AIDS cases are not received weekly from all reporting areas, comparison of weekly figures may be misleading. 
Six of the 244 reported cases for this week were imported from a foreign country or can be directly traceable to a known 
internati lly imp. d case within two generations. 
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TABLE Ill. Cases of specified notifiable diseases, United States, weeks ending 
March 11, 1989 and March 12, 1988 (10th Week) 
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TABLE Ill. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 
March 11, 1989 and March 12, 1988 (10th Week) 


Measies (Rubeola) 
Reporting Area indigenous imported* | Total 


909 | Sees | 198° | Seen | Toes 








Mumps Pertussis Rubella 
1909 | Ses 1909 | Ses | ioe ; | 1909 | Sees | Sees 


116 «= 984 28 325 2 40 
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*For measies only, y= ceses  inchedies both out-of-state and international importations. 
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TABLE Ill. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 
March 11, 1989 and March 12, 1988 (10th Week) 


Toxic- 
Syphilis (Civilian) shock t losi | Tula- 
(Primary & Secondary) Syndrome T nia 
Cum. Cum. Cum. Cum. Cum. | Gum. 
1989 1988 1989 1989 1988 4989 





Reporting Area 





























UNITED STATES 7,596 6,908 56 3,218 3,265 10 
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TABLE IV. Deaths in 121 U.S. cities,* week ending 
March 11, 1989 (10th Week) 





All Causes, By Age (Years) 
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Sacramento, , 
San Diego, Calif. 
San Francisco, Calif. 
San Jose, Calif. 
Seattle, Wash.§ 

Kk: Wash. 
Tacoma, Wash. 


TOTAL 


217 


155 
62 
57 
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“Mortality data in this table are voluntarily reported from 121 cities in the United states, most of which have populations of 100,000 or 
more. A death is reported by the place of its occurrence and by the week that the death certificate was filed. Fetal deaths are not 


and infi 





reporti methods 
counts will be avail in 4 to 6 weeks. 


Cor plete 
ttTotal includes unknown ages. 


$Date not available. Figures are estimates based on average of past available 4 weeks. 


in these 3 Pennsylvania cities, these numbers are partial counts for the current week. 
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Update: Acquired Immunodeficiency Syndrome 
Associated with Intravenous-Drug Use — United States, 1988 


In 1988, health departments of the 50 states and the District of Columbia reported 
9752 cases, and U.S. territories reported 995 cases, of acquired immunodeficiency 
syndrome (AIDS) in intravenous-drug users (IVDUs), their sex partners, and children 
born to mothers who were IVDUs or sex partners of IVDUs. These IVDU-associated 
AIDS cases represented 33.3% of the 32,311 AIDS cases reported in 1988 and included 
5789 (53.9%) male heterosexual IVDUs, 1742 (16.2%) female IVDUs, 2055 (19.1%) 
male homosexual/bisexual IVDUs, 227 (2.1%) men whose heterosexual partners were 
IVDUs, 620 (5.8%) women whose heterosexual partners were IVDUs, 231 (2.1%) 
children whose mothers were IVDUs, and 83 (0.8%) children whose mothers were sex 
partners of IVDUs. The 847 persons who were heterosexual partners of IVDUs 
accounted for 55.0% of the total 1541 cases associated with presumed heterosexual 
transmission of human immunodeficiency virus (HIV) (379 [54.6%] of the 694 other 
such cases occurred in persons born in countries where heterosexual contact is the 
predominant mode of HIV transmission). The 314 children whose mothers were 
IVDUs or sex partners of |VDUs accounted for 70.2% of the 447 cases associated with 
perinatal HIV transmission reported in 1988. 

In 1988, 4.3 cases of |VDU-associated AIDS per 100,000 population were reported 
by the 50 states, District of Columbia, and U.S. territories combined. Rates for 
I\VDU-associated AIDS varied widely by area; rates in Puerto Rico, New Jersey, New 
York, and the District of Columbia were >10/100,000 population; in 22 states, rates 
were <1/100,000 population (Figure 1). Rates were higher in the Northeast census 


FIGURE 1. Reported rates of |VDU-associated AIDS cases per 100,000 population — 
United States, 1988 
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region than in other regions (Table 1), and 54.5% of IVDU-associated cases were 
reported from the Northeast*, which represents 19.7% of the population of the United 
States and its territories. In 1988, |\VDU-associated cases accounted for 50.7% of all 
AIDS cases reported from the Northeast; 23.5%, from the South; 19.8%, from the 
Midwest; and 15.8%, from the West. Excluding states and territories with <10 
reported cases in 1988, three states and one territory had more cases in heterosexual 
IVDUs than in homosexual/bisexual men who were not IlVDUs (Table 2). 

The rate of |\VDU-associated AIDS continues to be higher for blacks and Hispanics 
than for whites (Table 1). Except for the West, where rates for whites and Hispanics 
were similar, this difference by race/ethnicity was observed for all regions of the 
country and was greatest in the Northeast (Table 1). |VDU-associated AIDS cases 
represented 16.3% of all AIDS cases in whites, 52.7% in blacks, 55.5% in Hispanics, 
6.3% in Asians/Pacific Islanders, and 29.0% in American Indians/Alaskan Natives. 

Although homosexual/bisexual male I|VDUs represented approximately one fifth of 
all |\VDU-associated cases, this proportion varied widely by region of the country. 
Male homosexual/bisexual !VDUs constituted 7.7% of |\VDU-associated cases in the 
Northeast, 26.3% in the Midwest, 29.1% in the South, and 56.8% in the West. 
Similarities between homosexual/bisexual male I[VDUs and other men with AIDS 
varied by demographic and disease characteristics (Table 3). 

In August 1987, the CDC surveillance case definition for AIDS was expanded to 
include additional AlDS-indicator diseases (e.g., HIV dementia, wasting syndrome, 


*The Northeast census region includes states in the New England (Connecticut, Maine, 
Massachusetts, New Hampshire, Rhode Island, Vermont) and Middle Atlantic (New Jersey, New 
York, Pennsylvania) districts; the Midwest includes the East North Central (Illinois, Indiana, 
Michigan, Ohio, Wisconsin) and West North Central (iowa, Kansas, Minnesota, Missouri, 
Nebraska, North Dakota, South Dakota) districts; the South includes the South Atlantic 
(Delaware, District of Columbia, Florida, Georgia, Maryland, North Carolina, South Carolina, 
Virginia, West Virginia), East South Central (Alabama, Kentucky, Mississippi, Tennessee), and 
West South Central (Arkansas, Louisiana, Oklahoma, Texas) districts; and the West includes the 
Mountain (Arizona, Colorado, idaho, Montana, Nevada, New Mexico, Utah, Wyoming) and 
Pacific (Alaske, California, Hawaii, Oregon, Washington) districts. Territories are not included in 
tabulations by region. 


TABLE 1. Number and rate per 100,000 population of AIDS cases associated with 
IV-drug use, by census region and race/ethnicity — United States, 1988 





No. cases (rate) 

Race/ ethnicity Northeast Midwest South West Total* 
White’ 1203 (2.9) 217 (0.4) 687 (1.2) 719 (2.2) 2826 ( 1.6) 
Black" 2929 (62.0) 294 ( 5.5) (9.5) 277 (12.5) 4818 (18.4) 
Hispanic 1699 (65.2) 69 ( 5.4) (3.0) 159 (2.5) 2062 (14.1) 
Asian/Pacific Islander 6 ( 1.1) 0 (0.0) 0 (0.0) 6 ( 0.3) 12 ( 0.3) 
American Indian/ 

Alaskan Native 7 ¢t2 2 (0.8) 0 (0.0) 6 ( 0.8) 9 ( 0.6) 
Unspecified 23 0 0 2 25 
Tota! 5861 (11.9) 582 (1.0) 2140 (28) 1169 (2.7) 9752 ( 4.3) 


*Total cases and total rates exclude territories. Rates are based on the 1980 U.S. census. Total 
cases and rates in text and Figure 1 include territories and are based on 1988 intercensal 
population estimates. 

"Non-Hispanic. 
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TABLE 2. States/territories where number of reported AIDS cases in heterosexual 
IVDUs exceeds cases in non-lVDU homosexual men — United States, 1988 





Reported AIDS cases 


Male & female Homosexual/ 
heterosexual bisexual male 
State/territory IVDUs non-lVDUs 


Connecticut 164 156 
New Jersey 1359 603 
New York 2920 2727 
Puerto Rico 757 189 











TABLE 3. Characteristics of homosexual/bisexual and heterosexual men with IVDU- 
associated AIDS and homosexual/bisexual male non-IVDUs with AIDS — United 
States and U.S. territories, 1988 





Men with AIDS 


Homosexual/ Homosexual/ 
bisexual I1VDUs Heterosexual bisexual 
(%) IVDUs (%) non-IVDUs (%) 
Characteristic (N=2055) (N=5789) (N= 17,993) 


Race/ ethnicity 
White* 53.6 19.6 71.6 
Black* 27.4 46.2 16.8 
Hispanic 18.7 33.9 10.5 
Asian/Pacific Islander 0.1 0.0 0.7 


American Indian/ 
Alaskan Native 0.1 0.1 0.1 


Not specified 0.2 0.3 0.3 
Total 100.0 100.0 100.0 
Mean age (yrs) (SD) 34.4 36.4 36.9 








Opportunistic disease 


Pneumocystis 
carinii pneumonia‘ 49.8 48.5 58.1 


Kaposi's sarcoma’ 12.9 2.5 15.9 
Region 
Northeast 22.0 63.1 25.0 
Midwest 7.4 5.0 11.2 
South 30.3 15.3 31.6 
West 32.3 5.9 31.2 
Territories 8.0 10.7 1.1 
Total 100.0 100.0 100.0 
*Non-Hispanic. 
*Categories are not mutually exclusive and include presumptive and confirmed diagnoses. 
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extrapulmonary tuberculosis) and to accept presumptive diagnoses of some other 
indicator diseases (e.g., Pneumocystis carinii pneumonia, Kaposi's sarcoma, esoph- 
ageal candidiasis) when tests for HIV infection are positive (7). Of IVDU-associated 
AIDS cases reported in 1988, 4682 (43.6%) met the case definition solely on the basis 
of criteria added in the 1987 revision of the case definition. Of these persons, 2616 
(55.9%) had a presumptively diagnosed indicator disease, 1572 (33.6%) had wasting 
syndrome, and 501 (10.7%) had HIV dementia (diagnostic groups not mutually 
exclusive). In contrast, diagnoses of 23.3% of all other AIDS cases meeting the case 
definition were based on the additional 1987 revision criteria. Of all 1988 AIDS cases 
based on the new criteria, 48.2% were IVDU-associated. 


FIGURE 2. Number of AIDS cases, by quarter of report — Northeast region, 
1981-1988 
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Throughout the course of the HIV epidemic, the proportion of IVDU-associated 
AIDS cases has been higher in the Northeast than in other regions (Figures 2 and 3). 
The 1987 revision of the AIDS surveillance definition was associated with an increase 
in reported cases beginning in the last quarter of 1987, particularly for IVDU- 
associated cases in the Northeast, where total |VDU-associated cases surpassed the 
number of all other AIDS cases. 

Reported by: Local, state, and territorial health departments. AIDS Program, Center for 
Infectious Diseases, CDC. 

Editorial Note: AIDS cases occurring in association with IV-drug use involve not only 
IVDUs themselves but also their sex partners and children born to lVDUs or their sex 
partners. |VDU-associated AIDS accounts for most AIDS cases in heterosexual men, 
women, and children. Compared with the incidence in whites, the higher incidence 
of I\VDU-associated AIDS in blacks and Hispanics contributes to their overall higher 
incidence of AIDS (2). This is most evident in the Northeast, where 1988 case rates 
for |\VDU-associated AIDS were dramatically higher in blacks and Hispanics than in 
whites and where IVDU-associated AIDS cases exceeded alli other AIDS cases. 

Approximately one fifth of I\VDU-associated AIDS cases are in homosexual/bi- 
sexual men. These cases may reflect HIV transmission through individual drug use or 
sexual activity. 

The 1987 revision of the AIDS case definition appears to have increased the 
number of IVDU-associated cases reported in 1988. The new criteria may have 
resulted in the identification of some persons earlier in the course of their disease 
(e.g., persons who eventually would progress tc meet the previous definition) or of 
persons who never would have met the previous definition. The latter is particularly 
important for |VDUs who may use health-care services for HIV-related illness later or 
less often than other persons with AIDS and may be more likely to have presumptive 
rather than definitive diagnoses of their HIV-related diseases. In addition, some states 
collected surveillance data on cases that met the new criteria before the criteria were 
implemented and later reported those cases. For these reasons, a temporary surge in 
reported cases may be expected until trends reach a new equilibrium. A longer period 
of observation and improved understanding of the course of disease in persons with 
cases diagnosed under new definition criteria are needed to assess the full impact of 
the revision on trends. 

In addition to illnesses included in the AIDS case definition, there is increasing 
recognition of an even broader spectrum of severe HIV-associated disease, particu- 
larly among IVDUs. For example, studies in New York City indicate that deaths due to 
infections such as pneumonia, endocarditis, and pulmonary tuberculosis occur more 
frequently among IVDUs with HIV infection than among IVDUs without HIV infection 
and that the increased number of pneumonia-related deaths among IVDUs has 
paralleled the HIV epidemic (3,4). In addition, pneumonia-associated deaths have 
recently increased among young adults in other cities that have a high incidence of 
AIDS among IVDUs (5). 

Rates of I|\VDU-associated AIDS presented here are based on the total population, 
not on numbers of drug users. Consequently, these rates reflect the combined effect 
of both the prevalence of IV-drug use and the prevalence of HIV infection among 
IVDUs in different groups or geographic areas. Geographic variations in the rate of 
I\VDU-associated AIDS cases also reflect differences in HIV seroprevalence rates 
among |IVDUs; for l\VDUs enrolled in drug-treatment programs, HIV seroprevalence 
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rates have ranged from 50%-60% in areas such as New York City, northern New 
Jersey, and Puerto Rico to <5% in most other areas (6). The observation that the 
number of cases in |\VDUs exceeds those in homosexual men in several Northeastern 
states and Puerto Rico highlights the magnitude of the problem of I|VDU-associated 
AIDS. In addition, the lower HIV seroprevalence rates in most other parts of the 
country, where IVDU-associated cases constitute a smaller proportion of the HIV 
epidemic, emphasize the need to prevent extension of the epidemic of IVDU- 
associated HIV infection and AIDS. 

The changing epidemiology of |V-drug use challenges efforts to prevent and 
control HIV infection and AIDS among IVDUs. Data on IVDUs suggest that most 
persons who use IV heroin began use in the mid-1960s to mid-1970s (7); many of the 
current AIDS cases among IVDUs may reflect the HIV epidemic among this cohort of 
heroin users. Increasingly, cocaine and other drugs are being used intravenously (8 ). 
Prevention of HIV infection in IV-cocaine users is further complicated because those 
persons engage in more frequent injection and needle sharing than do other I\VDUs 
and because, unlike methadone for treatment of heroin dependence, there is no 
specific therapy for treating cocaine dependence (9,10). Controlling the epidemic of 
HIV infections and AIDS among IVDUs will require intense efforts to prevent and 
reduce IV-drug use and measures to prevent HIV transmission among IVDUs. In 
addition, the association between use of illicit drugs and recent increases in syphilis 
and between non-lV use of cocaine (e.g., crack”) and sexual activity links illicit drug 
use to an increased potential for sexual HIV transmission (11,12). 
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FIGURE |. Reported measles cases — United States, Weeks 6-9, 1989 
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